The Botswana workplace wellness program (WWP) for health care workers (HCWs) was initiated in 2007. WWP implementation was assessed using a sequential, explanatory, mixed methods design including a national implementation assessment (27 health districts) and in-depth interviews (n ¼ 38). Level of implementation varied across districts with health screening, therapeutic recreation, and health promotion implemented more frequently than occupational health activities and psychosocial services. Facilitators to WWP implementation included establishment of a dedicated, diverse WWP committee; provision of administrative support, and integration of activities into organizational culture. Barriers included competing priorities related to delivery of health services to clients, limited technical ability to deliver occupation health activities and psychosocial support, receipt of health services from colleagues, and limited appreciation for personal wellness by some HCWs. Ensuring the well-being of HCWs is critical in reaching international health goals.
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I t is widely accepted that health professionals are particularly vulnerable to high levels of occupational stress, 1,2 which has been defined as the harmful physical and emotional responses that occur when job requirements do not match the capabilities, resources, or needs of the worker. 3 Contributing factors include long hours, heavy workload, and the mental and physical demands of providing care for ill patients. 4 Data suggest that health workers responding to the HIV/AIDS epidemic are especially susceptible to occupational stress. 5, 6 The HIV/AIDS epidemic continues to pose public health and health systems challenges for many countries, particularly in sub-Saharan Africa where it is estimated that 24.7 million people are infected with the disease. 7 Several unique stressors have been identified related to providing HIV/AIDS treatment and care, including risk of contagion, high mortality rate among patients, ethical concerns about confidentiality and stigma, and coping with ongoing loss. 6 Before comprehensive treatment programs, in-patient death rates and limited possibilities of effective care contributed to professional frustration and stress for health workers. 8 While levels of workrelated stress may have decreased in countries with large-scale antiretroviral treatment programs due to improved patient survival, stress in the workplace remains a reality for many health workers involved in HIV treatment, care, and support. This is particularly relevant, given the ambitious HIV care and treatment targets recently released by UNAIDS. The targets aim to have 90% of HIV-positive individuals know their status, have 90% of HIVpositive individuals on antiretroviral treatment, and have 90% of those on treatment virally suppressed. 9 In an effort to ensure that health workers are equipped to cope with the physical and emotional demands of their job, the Botswana Ministry of Health (MOH) initiated a comprehensive workplace wellness program for health workers in 2007. Workplace wellness programs are employer initiatives, such as health promotion activities or organization-wide policies, directed at improving the health and well-being of workers and, in some cases, their dependents. 10 Data suggest that workplace wellness programs can have numerous benefits, including lower healthcare costs, reduced absenteeism, and increased productivity. [11] [12] [13] The aim of the Botswana workplace wellness program is to empower health workers with knowledge and skills to manage and cope with the dynamic demands of the health care system, which had been exacerbated by the HIV/AIDS epidemic. 14 The development of the program was guided by a needs assessment. 15 District focal persons and committees within the District Health Management Teams implemented the workplace wellness program within the health districts and facilities. A training-of-trainers model was used to build capacity of health workers to lead wellness-related activities that focused on holistic improvement in the health and wellbeing of health workers. The recommended minimum package for the program included the following components: 1) health screening, treatment, and care; 2) health promotion; 3) stress management and team building; 4) occupational health and safety; 5) psychosocial and spiritual care; and 6) therapeutic recreation. 14 Table 1 provides a description of each component along with implementation guidance.
Although data suggest that workplace wellness programs can be beneficial from both the employer and employee perspective, [11] [12] [13] the implementation of such programs across a national health system is not well documented. A recent review article highlighted the need for research focusing on the programmatic aspects of implementing these initiatives. 16 The purpose of this study was to assess the level of implementation of the national Workplace Wellness Program in Botswana and identify barriers to and facilitators of implementation.
METHODS
A sequential, explanatory, mixed methods design was used to collect quantitative and qualitative data in two phases. The first phase was a quantitative national implementation assessment of workplace wellness activities throughout the country. The second phase encompassed qualitative in-depth interviews with program implementers at national-, district-, and facility-levels to contextualize findings from the implementation assessment. This allowed for the in-depth interviews to be tailored to explain findings from the implementation assessment. The Implementation Assessment implementation assessment was conducted to determine how the workplace wellness program had been executed throughout Botswana. The assessment was administered via a telephone interview with the focal person overseeing the workplace wellness program in each of the 27 health districts in the country. A quantitative interview guide was developed from the program implementation guide and operational guidelines to assess level of implementation of the program. This structured interview guide contained close-ended questions related to each of the six components of the workplace wellness program. After completion of the interviews, a numeric Implementation Assessment Summary Score implementation assessment summary score was calculated to quantify the level of program implementation in each district. Includes trainings, workshops, and other activities to reduce stress and strengthen teamwork in order to enhance the physical, psychological, emotional, and occupational well-being of health workers.
4) Occupational health and safety
Address issues of safety in the workplace, focusing on identification of health hazards and prevention, control, and management of the health hazards. It also addresses occupational exposure, injury, and postexposure prophylaxis (PEP) services. The minimum standard includes provision of PEP of HIV for health workers, conducting safety talks, and providing screening for occupational infection.
5) Psychosocial and spiritual care
Involves support groups of health workers led by a trained group facilitator. It also includes activities such as counseling, prayer, Holy Communion, and scripture reading.
6) Therapeutic recreation
Focuses on improving the physical, psychological, emotional, and occupational well being of health workers through activities such as, physical fitness, social recreation, and ''edutainment.'' Specifically, each district was assigned a rating between 0 and 10 for each of the six components of the program. Summary scores were then constructed as the sum of each of the six ratings.
In-depth interviews were conducted at national-, district-, and facility-levels with individuals involved in the development and/or implementation of the program to identify facilitators of and barriers to implementation of the workplace wellness program. A total of 38 in-depth interviews were conducted. This included 17 national-level interviews, 10 district-level interviews, and 11 facility-level interviews. District and facility-level interviews were conducted in six purposely selected health districts within Botswana, which represents 22% of the health districts in the country. These districts were selected using the Implementation Assessment Summary Score assigned to each health district. Specifically, the three districts with the highest scores and the three with the lowest scores related to program implementation were included to enable variability of the data and yield the most relevant information related to facilitators and barriers. Interviewees for the in-depth interviews were identified using a snowball technique, which involved the district-level workplace wellness focal person identifying other interviewees having knowledge of program implementation in their health district at district-and facility-level. A semistructured interview guide with open-ended questions was administered during the interviews. These were conducted face-to-face, with a rapporteur present to take notes, and informed consent was obtained. With permission, the interviewers also captured the interviews with a digital voice recorder. After the interviews, the voice recordings were transcribed and translated from Setswana to English, as necessary.
For the Implementation Assessment, a database was created using REDCap, an electronic data capture tool hosted at the Institute for Translational Health Sciences at the University of Washington. 17 REDCap (Research Electronic Data Capture) is a secure, web-based application designed to support data capture for research studies, providing an intuitive interface for validated data entry. Data were exported to SPSS v 17 (Released 2008, SPSS Inc, Chicago IL) for analysis. Descriptive statistics were generated to characterize findings. Qualitative data included full transcriptions from in-depth interviews. A general inductive approach was taken for analyzing the interview data. 18 This involved the manual coding of textual data and identification of common themes, in order to condense the data into a summary format and establish links with the evaluation objectives. Transcripts were reviewed to identify and code themes using ATLAS.ti v7.0 software (Released 2012, ATLAS.ti Scientific Software Development GmbH, Berlin).
RESULTS

Component 1: Health Screening, Treatment, and Care
Of the 13 health screening programs recommended for implementation by the workplace wellness program, only blood pressure monitoring and HIV testing were reported to be available in all 27 districts ( Fig. 1 ). Screening for prostate cancer was reported in nine of the 27 districts. Across all health screening areas, the outpatient department where patients from the community are seen was the most common location for receiving these services. In some cases, health works seeking screening services were prioritized over patients from the community, but it was not uncommon to have health care workers queuing alongside patients to receive these services. Seven districts indicated that a staff clinic was available to health workers for some of the screening areas.
Component 2: Health Promotion
The minimum standard for health promotion includes health day commemorations, health talks, and targeted seminars. The recommended health commemorations were held in the majority of districts, with Breast Cancer Awareness Month and World Diabetes Day being the least observed ( Fig. 2 ). Except for a wellness week that focused on health care workers, the majority of the commemorations targeted the community. Personal finance was the most commonly offered health talk topic. This was reported to have been offered in 18 of the districts over the past year (67%). Targeted seminars were being carried out in low numbers. 
Component 3: Stress Management and Team Building
Activities related to stress management and team building were reported by 12 districts (less than 50%) ( Table 2) . Generally, these were offered once (n ¼ 5 districts) or twice (n ¼ 3 districts) a year, with only four facilities having three or more of these activities in the previous year. In most districts, these activities were led by trainer-of-trainers and senior staff with an experience on the topic (n ¼ 10). As expressed in the quotations below, examples of team building activities included recognition of staff and staff trips.
''During morning meetings, we try to mention staff who are doing well [at their job], who have been positive influences to the community, to our patients, and to ourselves, so that other [health workers] can take an example of this.'' ''We had a trip . . .staff traveled around Khutseto [to] see different wild animal like lions as part of the workplace wellness program.'' ''We wanted to boost the morale a bit and we went into a wildlife park.''
Component 4: Occupational Health and Safety
Most districts (n ¼ 24) reported that postexposure prophylaxis (PEP) for health workers was available. Health talks on issues of occupational health and safety were reported to be carried out in 15 districts. In eight of these 15 districts, these sessions were led by an occupational health officer. Others presenting these talks included wellness program master trainers, environmental health technicians, senior health officers, and community members. Screenings for occupational diseases that health workers are at risk of acquiring were offered in 11 districts. These were offered most often on an as-needed basis. Topics commonly mentioned in interviews included clinical waste management, hepatitis B vaccination, TB prevention, and PEP. Representative quotations are listed below.
''We tell them how to separate waste. We mostly teach the cleaners. We tell them that this one [waste] is not supposed to be in that waste bag, the red waste bag should have those materials, the yellow waste bag should have such and such rubbish and so forth.'' ''TB prevention is in every ward; keeping ventilation, keeping windows open, and ensuring patients are using masks.'' ''If you are exposed to HIV, if you get a needle [stick] prick. . .you shouldn't keep it to yourself, you need to come immediately and get the service. . .the drug [PEP] is here.''
Component 5: Psychosocial and Spiritual Care
Spiritual care activities were reported to be offered to health workers in 26 of the 27 districts as part of the workplace wellness program. Morning prayer, scripture reading, motivational talks, and support groups were the main psychosocial and spiritual care activities mentioned by interviewees as being carried out at the facilities. As voiced by one health worker, ''We have prayer every morning but it is a general one. We do it together with the patients. There is no day that we start our work without talking to God first. No. It is an activity that just happens.'' Spiritual care activities were generally reported to be conducted daily (n ¼ 16 districts) or weekly (n ¼ 7 districts) and were most often led by a staff member or an outside professional such as a pastor. Counseling was reported to be available to health workers in 18 districts. It was indicated that in these 18 districts, the counseling was generally available daily or on as needed basis by a social worker during working hours. Support Ledikwe et al groups were reported to be active in 13 districts. Only seven districts reported that assessments for anxiety and stress were available.
Component 6: Therapeutic Recreation
Therapeutic recreation activities were offered in 21 districts through physical fitness activities. Access to a fitness or sporting facility at the district hospital was available in 15 of the districts, while social recreation activities and edutainment activities were present in 10 districts. In general, these activities were most often offered on a daily basis with edutainment activities being more likely to occur on an as needed basis. Therapeutic recreation activities were most often facilitated by experienced staff members. As expressed in the quotations below, the common therapeutic recreation activities included football (soccer), aerobics, and other activities such as netball, and volleyball. Clinics, in general, did not have a gym, but often could use the facility at the district hospital.
''We have aerobics, netball, and football.'' ''With gentlemen, it is very easy to come together and play football. . .we are still working on getting females together for netball and other activities.'' ''This week. . .we have some races: bottle races, skipping rope races, and a potato race.'' ''We have aerobics in our facility. Sometimes we do something else like jogging, playing football, netball, and so forth. We have teams such as a netball and volleyball team.''
Facilitators to Workplace Wellness Program Implementation
From the in-depth interviews, having a dedicated, diverse WWP committee promoted implementation of the activities in the minimum package of wellness services. Below are statements made by health workers in the three districts with higher levels of workplace wellness program implementation.
''Each facility has a representative at [the] committee level.'' ''We try as much as possible to get individuals from different locations within the district.'' ''We went around to all of the facilities and tried to [educate] them about wellness, what it entails, what are the components. We invited all the cadres, starting [with] the gardeners and cleaners. From there we had sensitization meetings with them to tell them about wellness, and to choose members who can represent them [on] the committee.'' ''The committee structure consists of a chairperson, vice chairperson, secretary, assistant secretary and then there are focal persons responsible for either health promotion, health screening, capacity building, psychosocial support, occupational health, therapeutic recreation. There is also someone who captures activities, who is our cameraman. . ..we also have a staff doctor and six additional members.'' ''As a committee, we make decisions, produce an annual plan, come up with activities, and then these activities are followed for that particular year.'' Districts with less active workplace wellness did not report such details about the wellness committee.
Another catalyst of program implementation was administrative support from management at the national, district, and facility level. The quotations below illustrate the need to ensure that management is well aware of the program's importance.
''The national level is very supportive. We are very much supported.'' ''The other reason for success is that, as it [the workplace wellness program] is a health issue, it is easy to take it up to the management, and management will just run it down through clinic supervisors. It is very easy that way.'' ''Every time we have an activity here, they [the national WWP committee] get involved. They literally come and spend time with us, and give us assistance where necessary. Maybe giving us funds and gracing the occasion with their presence.'' ''Now we have started to engage supervisors, because when supervisors have a sense of ownership, we hope it will trickle down to everybody at the health facilities.'' ''Management has to be involved because we cannot do anything without the management.'' Another facilitator to WWP implementation was integration of the program into facility operations to ensure it is part of the organizational culture of the health facilities. A number of specific examples were given during the interviews. Several facilities reported setting aside specific times for wellness activities on a regular, recurring basis. Another example cited was the inclusion of WWP activities in institutional and district performance plans as well as in individual performance development plans. 
Barriers to Workplace Wellness Program Implementation
A high workload was often cited by interviewees as a barrier to implementing program activities. As discussed in some of the quotations below, this was particularly challenging in small facilities.
''Time on my part is a challenge. There is a lot of work for me as we have a serious staff shortage. So, this leaves me with little time.'' ''There is poor WWP meeting attendance because most of us are held up by our core duties.'' ''Mind you, we are talking about nurses. Here at [District A] we are short-staffed, so they have other responsibilities. Sometimes they are forced to prioritize. . .sometimes when there is a client to be attended to, they have to skip the wellness program activities.'' ''Most of our WWP trainers are in health posts. If I take those in the health posts for a WWP activity, it means the health post will close-so that is a problem for us.'' ''I am the only nurse here and I am overseeing all the activities under the nursing program.'' Limited technical capacity to lead activities was noted as a barrier, particularly in districts with lower levels of WWP implementation. This was more pronounced for some programmatic areas than others. Interviewees in both the high and lower implementation districts indicated that conducting stress management activities was challenging due to limited human resources skilled in the provision of these activities. As stated by one of the high implementation districts, ''One of the activities we want to do is run some workshops to impart knowledge to the people we work with, thing like stress management, which we have noticed is needed in our workplace environment.'' Activities related to occupational health and safety were also mentioned as being challenging to lead due to limited technical capacity in this area.
Another barrier identified was limited appreciation of wellness activities by health workers. Interviewees indicated that personal wellness was a new concept for some. Respondents from both the higher and lower implementing districts indicated that wellness activities were not necessarily perceived as being important to the health and wellbeing of health workers.
''We need to see positively the wellness program and the importance to ourselves. . .our attitudes should change towards wellness.'' ''For this district, the WWP is a challenge because it is a new concept to them. It is not embedded in their minds and their hearts. Sometimes it is just resistance from people, not knowing how they are going to benefit from a program.'' Finally, a key barrier involved receiving wellness services from colleagues. One of the challenges to participation in health screening activities identified during the in-depth interviews was confidentiality and trust. As one health worker stated:
''When it comes to issues like HIV and TB screening, there is still a lot of self-stigmatization among health workers. This is hindering our progress; we are not able to come together and work as a team. I remember last time when we were talking about HIV testing, they raised concerns regarding confidentiality. They said that sometimes they are not coming forward to test because they don't want their status to be known by other health workers.'' Confidentiality and trust was also noted as a barrier related to counseling along with the Setswana culture. According to one health worker.
''Yes, counselling is available. My observation is that as staff, we do not feel comfortable receiving services from colleagues in the same hospital. Even our Setswana culture influences this nature. There are a few that come for the counselling services, especially those that understand professionalism. However, other staff can be overly inquisitive about off-duty colleagues seeking services at the facility.'' This can be overcome by seeking support for these activities from external sources. In one district, social workers from outside of the health facilities are engaged in providing counseling. It was felt this ''allows health workers to choose where they want to be counseled, they are allowed to go wherever they would feel free and comfortable.''
DISCUSSION
General structures for the implementation of a national workplace wellness program for health workers in Botswana have been developed across the country. To the authors' knowledge, this is the first report of the implementation of a national workplace health promotion initiative for public health workers in middle or low income countries. Components such as health screening, therapeutic recreation, and health promotion through observation of various commemorations tended to be implemented more frequently than activities related to occupational health and safety as well as psychosocial services. Results indicate that having a dedicated and diverse WWP committee facilitated implementation of the activities in the WWP minimum package of services. Other facilitators included provision of administrative support from the national, district, and facility level, and integration of the programmatic activities into facility operations to ensure it is part of organizational culture. Barriers to implementation included competing priorities related to delivery of health services to clients, limited technical ability to deliver activities for certain components of the WWP such as psychosocial support and occupation health and safety. In addition, provision of WWP services by colleagues was cited a barrier, particularly for health screening. There was also a limited appreciation for personal wellness by some health workers.
There has been a growing interest in workplace wellness and health promotion activities, particularly in developed countries. Data from 2009 indicate that workplace wellness programs were offered by 92% of companies in the United States that had 200 or more employees. 16 Although there is a large body of literature on health promotion activities in high-income countries, workplace health promotion programs in Africa have been reported less freqeuentlly, 13, 19, 20 particularly in health care settings. 21 Much of what is known about employee wellness programs in less developed counties is provided by the Healthy Company Index, which was developed by a large health insurer in South Africa to promote healthy lifestyles among insurees 19, [22] [23] [24] The healthy company index, which was started in 1990, provides data on 151 companies in South Africa. The 2014 index benchmarks and tracks key health issues and offers important insights to positively impact employees' health and productivity. It also provides important information about an organization's overall health at an organizational and individual employee level.
The present study has shown that having a dedicated WWP committee and administrative support were key facilitators in the implementation of the activities in the WWP minimum package of services. This is supported by data from the Healthy Company Index that found that company commitment was directly related to employee wellness outcomes. 23 A recent investigation of an WWP implemented over 3 years in nursing homes in the United States also found that administrative support was a success factor in program implementation. 25 Stigma and confidentiality were found to be barriers to the health screening component of the Botswanan Workplace Wellness Program for health workers. A study from three public hospitals in South Africa also found these concerns to barriers to uptake of facility-based HIV testing and TB screening by health workers. 26 Similarly, a study from Zambia reported on the hesitation of health workers to participate in HIV testing. 27 Developing strategies to mitigate this barrier is critical in ensuring that health workers engage in health screening services. Campaigns to improve awareness of confidentiality provisions among health workers have been suggested as an intervention to promote health screening among this population. 26 Conducting health screening campaigns led by private practitioners or clinicians based at an outside facility could also help address this challenge. There is also a growing body of literature related to self-testing, particularly for HIV, 28 which could provide another alternative.
Results from this study suggest that organizational culture of health facilities in Africa may need to develop further to institutionalize workplace wellness programs. The data suggested that in some cases, there was a limited appreciation for the role of an employer on the wellness of employees. The limited availability of activities related to occupational health services may also be due to a limited appreciation of this topic. A recent review suggests there is an ethical need in Africa for stronger articulation of occupational health practice with advocacy for prevention as cultural norm in the workplace. 29 There is a need to sensitize health workers on stronger advocacy of wellness and occupational health practice. However, authors found no studies or resources specifically describing effective strategies for producing cultural shifts toward the integration of health and wellness into workplace culture.
Health promotion programs were reported to be implemented more than occupational health activities. One explanation is that the health promotion activities of the WWP were being scheduled and planned to occur alongside key events in the health calendar such as World AIDS Day, World TB Day, Breast Cancer Awareness Month, etc. Occupational health activities are generally not scheduled to coincide with these commemorations. Another possible reason for this could be limited competence of health care workers in facilitating occupational health programs. A study in Kenya found there was a positive relationship between employee training on occupational health programs and effective implementation of occupational health activities and services. 30 Given the risk of occupational exposure to HIV, TB, and other infections, focus on occupational health programs is warranted. Training and instructional aids for health workers and facility managers to lead safety talks are also necessary. Given the limited literature available on the relationship between workplace health promotion and occupational health, further research would be beneficial.
This mixed methods study was not without limitations. Although the Implementation Assessment captured information from all districts in the country, the in-depth interviews were only conducted in six (22%) of the health districts and may not be generalizable. Although efforts were made to ensure the participants felt ''safe'' voicing their opinions during the Implementation Assessment and the in-depth interviews, social desirability may have biased some responses. Furthermore, the WWP program in this study was implemented at public health facilities and conclusions may not be applicable to nongovernmental organizations or private sector health facilities.
The health workforce in many middle and low income countries is at a unique place. Substantive progress has been made toward the attainment of key international public health and development initiatives such as the UNDP sustainable development goals, the UNAIDS 90-90-90 HIV treatment goals, and the WHO initiatives for the elimination of mother-to-child transmission of HIV and syphilis. Reaching these and other ambitious goals will, however, lay additional burden on the most essential resource in the sector, health workers. This study has highlighted important barriers to health worker wellness in Botswana such as competing priorities related to delivery of health services to clients, limited technical ability to deliver activities, and limited appreciation for personal wellness by some health care workers. It also highlighted some facilitators such as a dedicated and diverse WWP committee; provision of administrative support from the national, district, and facility level; and integration of the programmatic activities into facility operations to the health worker wellness in Botswana. These findings could be replicated in other countries in the region where the health systems and health workers are already strained and would be extremely helpful in the attainment of key international public health and development goals.
